Wrist range of motion-flexion-extension, lateral deviation, and pronosupination-was measured bilaterally with a manual goniometer. Bilateral grip strength was recorded with a Jamar Dynamometer. Distal radioulnar piano key sign was tested bilaterally with the wrist in neutral rotation, maximum pronation, and maximum supination to evaluate joint stability. Bilateral true anterior-posterior (AP) and lateral x-rays were taken at final follow-up; ulnar dorsal subluxation was measured with respect to the radial axis on lateral x-rays. Radial shortening was measured by taking the ulnar variance on AP x-rays. Distal radioulnar joint arthritis signs were classified following Knirk and Jupiter scale. Computed tomography (CT) scans of both wrists were taken in 3 positions-neutral rotation, supination, and pronation. On the axial slices, distal radioulnar joint subluxation was evaluated using the Mino and radioulnar ratio methods. Arthritis signs in the distal radioulnar joint were also recorded. Results: Fourteen patients met the inclusion criteria; average follow-up was 11.5 years (6-18 years). Twelve were male and the mean age at the time of lesion was 38 years (18-59). The final evaluation revealed 9 patients without pain, 3 had pain with heavy tasks, and 2 with moderate efforts. Final pain intensity according to the visual analogue scale was on average 0.3 (0-3). Average DASH was 3 (0-9). Wrist flexion-extension was 98%, lateral deviation 95%, and pronosupination 97%; grip strength was 77%, and 3 patients had piano key sign positive for instability, but none produced pain. All these measurements were recorded comparative to the contralateral wrist. Final lateral x-rays showed one patient with dorsal radioulnar subluxation. However, CT scans showed no cases of distal radioulnar joint subluxation. The average final ulnar variance was 0 mm on the injured side and −0.5 mm on the contralateral wrist. Six patients had radiologic arthritis grade II and 2 had grade I. The remaining 6 patients had no signs of arthritis either in x-rays or CT scans. Conclusions: Clinical and radiological long-term results showed a stable distal radioulnar joint. Even when almost half of the patients had arthritic changes in the distal radioulnar joint on the lesion side, they had no significant clinical repercussions, giving a painless joint with an excellent range of motion.
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Wrist Arthroscopy as a Diagnostic Tool in Chronic Wrist Pain: An Indian Perspective
Nishank H. Mehta 1 , Bhavuk Garg 1 , P. P. Kotwal 1 , and Rajesh Malhotra 1 1 All India Institute of Medical Sciences, New Delhi, India Aims and Objectives: Our study aims to outline and investigate the role of wrist arthroscopy as both a diagnostic and a therapeutic tool in patients with chronic wrist pain. Materials and Methods: Between April 2014 and June 2015, 33 patients with chronic wrist pain undiagnosed with routine x-rays and with clinical suspicion of ligament injuries of the wrist underwent arthroscopic examinations. Both radiocarpal and midcarpal joint spaces were visualized using standard arthroscopic portals. The surgeries were carried out as day care procedures under general anesthesia. Therapeutic interventions as deemed necessary were done in the same sitting. The arthroscopic findings were further correlated with radiological and clinical findings. Results:
In the 33 wrists that were arthroscopically examined, 17 lesions of the triangular fibrocartilage complex (TFCC) were found-10 (58.8%) were central perforations which were arthroscopically debrided whereas 7 (41.2%) were tears of the TFCC at its peripheral attachment and were repaired. The treated patients at a mean follow-up period of 7.1 months displayed an improvement in their Mayo wrist scores. A total of 13 scapholunate tears and 7 lunotriquetral tears were seen-which were graded arthroscopically. Partial tears (60%) were treated by thermal shrinkage and ablation while complete tears (40%) underwent open reconstruction. Cartilage defects of varying degrees were also noted in 6 patients. One patient was found to have extensive cartilage damage and was advised wrist fusion. No complications were noted in the follow-up period. Conclusions: Wrist arthroscopy is a potent diagnostic tool and tends to pick up lesions of intrinsic carpal ligaments and the TFCC which are often missed by advanced imaging techniques. It aids in staging of the lesions, thereby guiding their treatment, and provides a host of therapeutic offerings. It may be recommended in cases of chronic wrist pain where the clinical suspicion is strong and the operating team is well-versed with the technique.
Long-Term Outcomes of Distal Radius Metaphyseal Core Decompression for Kienböck Disease Stage IIIa
Pablo DeCarli 1 , Ezequiel E. Zaidenberg 1 , Jorge G. Boretto 1 , Gerardo L. Gallucci 1 , and Aldo Illaramendi 1 1 Hospital Italiano de Buenos Aires, Argentina Background: Stage IIIa of the Lichtman classification is characterized by collapse of the lunate, with preservation of carpal height and intercarpal alignment. Although jointleveling procedures and revascularization techniques have become the standard treatment during the past decade, these procedures have not been able to reverse Kienböck disease, and as many as 25% of patients have reported complications including infection, nonunion, and ulnar impingement. Core decompression techniques for the treatment of Kienböck disease stage I and II had demonstrated similar benefits as joint-leveling procedures (reduction in pain, improvement in functional activity, and improvement of motion) but a much simpler technique with almost no complications. The purpose of this study is to analyze the longterm clinical and radiological outcomes of a series of patients with Kienböck disease stage IIIa of the Lichtman classification treated with distal radius core decompression. Material and Methods: This retrospective study included 14 patients with Kienböck disease (Lichtman stage IIIa) who received distal radius metaphyseal core decompression between 1998 and 2005 and were followed-up for at least 10 years. Exclusion criteria were patients with previous surgery of the wrist, presence of osteoarthritis, and a history of major wrist trauma. At the last follow-up, the patients were evaluated for pain, comparative wrist range of motion and grip strength, and wrist functional status. The overall results were evaluated by the modified Mayo wrist score and visual analogue scale (VAS) pain score. We also compared the radiological changes preoperatively and postoperatively in their Lichtman classification and the modified carpal height ratio. Results: The mean follow-up period was 13 years (range, 10-18). The mean age of the patients was 42 years old (range, 28-64); 9 were men. Based on the modified Mayo wrist Score, clinical results were excellent in 6 patients, good in 7 patients, and poor in 1 patient who require a proximal row carpectomy as revision surgery. The mean postoperative pain was VAS 1.5 (range, 0-7). Moreover, at the final follow-up, 10 of the 14 patients had VAS either 0 or 1. Compared with the opposite side, the average flexion/extension arc was 76% and the grip strength was 78%. All patients, except one, returned to their original employment. Radiographic disease progression according to the Lichtman classification to stage IIIb to IV occurred in one wrist, while the other patients remained in the same stage as preoperatively. The average preoperative modified carpal height ratio was 1.38 (range, 1.5-1.28) and the postoperative was 1.34 (range, 1.42-1.25). There were no complications related to the metaphyseal core decompression. Summary Points: (1) In this limited series, distal radius metaphyseal core decompression demonstrated favorable long-term results and is recommended as a surgical alternative for stage IIIa of the Kienböck disease. (2) This procedure may be a reasonable option for patients who prefer a simpler operation that may have a good result and allows to perform a more complex alternative if needed.
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